DMVA- 5050

01/ 01/ 95
NORTH CARCLI NA DI VI SI ON OF MEDI CAL ASSI STANCE
EMERGENCY CERTI FI CATI ON FOR MEDI CAlI D
TO RE:
(County Departnent of Social Services) (Nanme of dient)
(Social Security Number)
(Phone Nunber)
Fax #
FROM

(SSA District Ofice)

The above naned individual is in need of imedi ate nedical care. Please use the verification
provi ded bel ow to establish Medicaid.

Nanme of Eligi bl e Individual Race

Soci al Security Nunber Date of Birth Sex

Soci al Security CaimNunber (if different)

Aged Bl i nd Di sabl ed Date of SSI Application
Addr ess County
Li vi ng Arrangenent Medi care Status or or
A B BOTH
Current SSI Entitlenent Date SSI Anpunt
Date Moved to North Carolina Intent to Remain
yes or no
Has this individual Refused to Provide Informati on Regarding Third Party Resources? __ or
yes no

Reason I ndividual is NOT on SDX

Pr epared by SSA Ofice
Si gnat ure
Title Phone Nunber Dat e

MAI L OR FAX THI S CERTI FI CATI ON AS SCON AS PGCSSI BLE.
ATTACHVENT 1



	co name: 
	co ADDRESS 1: 
	co address 2: 
	co fax: 
	ssa district office: 
	client phone: 
	whatever: 
	whatever 2: 
	whatever 3: 
	ssa do address 2: 
	race: 
	dob: 
	sex: 
	claim #: 
	aged: Off
	blind: Off
	disabled: Off
	date of ssi app: 
	ssa do address: 
	client address 1: 
	client address 3: 
	client co of residence: 
	living arrgt: 
	med a: Off
	med b: Off
	med both: Off
	ssi entitle date: 
	date moved to NC: 
	ssi amount: 
	intent to remain: 
	tpr refused Yes: Off
	tpr refused NO: Off
	free form text: 
	free form text1: 
	free from text2: 
	title: 
	ssa do 1: 
	ssa phone: 
	date signed: 
	client ssn 1: 
	name of client: 


